Purpose -The purpose of this paper is to explore perceived barriers to accessing and using adolescent health services in Ghana. Design/methodology/approach -The study was a qualitative study adopting a case study design. In total, 24 adolescents were recruited from four adolescent health facilities in Tema, a suburb of Ghana, using convenient sampling. In-depth interviews with respondents were conducted coupled with the taking of field notes and personal observations. Data collection took place between January and May 2017. Data were transcribed, managed and coded for themes. Thematic analysis was guided by Braun and Clarke's (2006) Framework. Findings -The findings of this study revealed that majority of the respondents were females (54 per cent) older adolescents (above 15 years (60 per cent), students (79 per cent)), had junior high school education and stayed with their biological parent(s) (70 per cent). Adolescents in this study perceived four main barriers that restrict their access to or use of adolescent health services. The barriers were found at the facility level, provider level, community level and personal level. Originality/value -The findings of this study provide evidence-based information for planning adolescent health care interventions that would improve adolescents' access to and use of health services in Ghana.
Introduction
Adolescents (10-19 years) are the future leaders of our society and an untapped human resource. About one-fifth (more than 1.2bn) of the global population are adolescents, and many of the world's adolescents live in developing nations [1, 2] . Adolescents are perceived to be healthy, however, they are vulnerable and exposed to many health risks leading to premature deaths [2] [3] [4] [5] . In 2015, about 1.3m adolescents died globally from causes that could have been prevented [2] . Over two-thirds of these deaths occurred in low-and middle-income countries (LMICs) with 45 per cent from Africa [6] . According to Neal et al. [7] , approximately 16m girls aged 15-19 years and 2.5m girls under 16 years give birth each year in developing regions. About 3m girls aged 15-19 years undergo unsafe abortions every year [8] . Moreover, about 2m adolescents are living with human immune virus (HIV) globally [9] , and over 41 per cent of new HIV infections in every year occur among adolescents [2] .
Adolescents' health, well-being and development can be promoted through access to adolescent health services [2] . However, many adolescents do not seek health care when they should [10] [11] [12] . Prior studies show that adolescents across the globe encounter barriers such as difficulty making an appointment, long waiting hours, negative provider attitudes, lack of privacy and confidentiality, social-cultural norms and taboos, the high cost of care and stigma among issues when accessing health services [2, [12] [13] [14] [15] [16] . In this regard, global health organisations such as the World Health Organization have urged member countries to adopt measures for making health care services accessible to adolescents [2] .
In their quest to improve access to and use of adolescent health services, Ghana Health Services in collaboration with the Ministry of Health Ghana integrated adolescent health services into primary health care. Old adolescent health facilities also known as adolescent clinics (AC) were renovated coupled with the contraction of new ones, summing up to 212 ACs. Resources such as health information materials (books, flyers and leaflets), logistics and health care providers were distributed to the various ACs [17] .
Despite these efforts, both the grey literature and anecdotal evidence show that unplanned pregnancies leading to school drop-out, childbirth complications and illegal abortions remains high among adolescents in Ghana. Moreover, substance abuse and HIV infection among adolescents remain as public health problems in Ghana [17] [18] [19] . For example, the study location (Tema Metropolis) recorded 641 and 609 adolescent pregnancies in 2015 and 2016, respectively. In 2016, 21 pregnant adolescents were tested HIV positive, while 63 unsafe or illegal abortions were reported [18] .
In addition, a report of the Family Health Division of Ghana Health Service indicated that adolescents' access to appropriate health information has not improved significantly over time. Even though there has been an overall improvement in the utilisation of health care services, utilisation by adolescents remains low [17] . The report attributed these setbacks to barriers like poor provider attitudes, inadequate and poorly resourced adolescent health facilities, financial constraints and lack of parental support [17] .
However, these claims have not been subjected to any scientific scrutiny. To the best of the authors' knowledge, no empirical study, neither qualitative nor quantitative, has been conducted in Ghana to shed light on these claims. Prior studies focused on adolescents' use and preference for sexual and reproductive health services [20, 21] , with no focus on barriers to accessing and using adolescent health services. However, having empirical evidence on barriers to accessing health care, especially from an adolescents' perspective, can inform adolescent health policies or interventions. Therefore, this study sought to explore perceived barriers to accessibility and utilisation of adolescent health services in Tema, a suburb of Ghana's capital city.
Materials and methods

Study area
The study was conducted in Tema Metropolis, an urban area located in the eastern part of Accra, Ghana's capital. It is the second largest populated district in the region after Accra Metropolis [22] . According to the 2010 Population and Housing Census, the metropolis has a population of 292,773 representing 7.3 per cent of the region's total population [22] . Adolescents represent about 18.9 per cent of the total population of the area [22] . At the time this study was conducted, the metropolis had only four AC located within public health facilities. Furthermore, the Tema Metropolis records high incidence of adolescent pregnancies, illegal abortions and HIV infections every year [18] .
Design, sampling and data collection
The study was a qualitative study adopting a case study design. Respondents were selected from four ACs. In-depth interviews were conducted using an interview guide JHR and a face-to-face approach at the ACs. Items on the interview guide were selected based on a review of the empirical literature with input from a senior researcher. The interview guide was tested in a pilot study comprising of ten adolescents and modified. The interview guide was made up of two main sections. The first section contained questions related to socio-demographic variables of the respondents. The second section asked questions related to perceived barriers to access and use of health services in the ACs. Inductive probing was adopted to solicit in-depth information that was not captured in the interview guide. Interviews were conducted by the second author, a trained graduate student. Notes were taken during the interview and respondents who were agreeable, were audio taped. The interviews ended when the researcher realized that respondents were not providing any new information. In all, 24 adolescent respondents were interviewed in four AC (Table I) . Interviews were conducted using both English and Twi, a widely spoken local language in Ghana. Data collection was conducted between January and May 2017. Even though data collection lasted for five months, the quality of the data was not affected.
Ethical consideration
This study is an excerpt of a student thesis. During the time of the study, the institution was lenient with students regarding Ethical Review Board approval. However, ethical principles in research such as informed consent, voluntary participation, privacy and confidentiality among others were duly observed by first asking respondents to sign a consent form. Participation was purely voluntary and no participant was coerced or lured into participating. Respondents were assured of their confidentiality and data were destroyed after the final analysis. Also, respondents had the free will to opt-out at any stage of the interview. In addition, permission to conduct this study was granted by the Ghana Health Service, the mother institution of health care delivery in Ghana and the Metropolitan Health Directorate facility managers. Where possible, consent of parents or guardians was gained since respondents were adolescents.
Data analysis
Data were analysed using a thematic analysis approach. According to Maguire and Delahunt [23] , this is the process of identifying patterns or themes within qualitative data. In this regard, Braun and Clarke's thematic analysis framework was adopted [24] . Audio recording in the local (Twi) language was translated into English by the first author (Emmanuel Anongeba Anaba). The second author (Aaron Asibi Abuosi) verified the transcripts by simultaneously comparing it with the audio. The transcripts and the field notes were read over severally by the authors to gain familiarisation with the data coupled with writing down initial impressions. Adopting an inductive approach, segments of each transcript was coded to identify key concepts. Coding was done manually and independently by the two authors. Afterwards, each code was compared, discussed and modified where necessary. The codes were critically examined and those that fitted were put into themes. The themes were then reviewed to ensure coherence between each theme and January  February  March  April  May  Total   Male  2  1  3  3  2  11  Female  3  3  3  2  2  13  Total  5  4  6  5  4 24 Source: Field Survey (2017) Access to and use of adolescent health the data associated. Finally, the themes were defined into main and sub-themes. Results were presented based on the main and sub-themes and verbatim quotations, as seen in the findings section of the paper, were chosen at random.
Number of adolescents recruited
Results
Socio-demographic information
The researchers selected both males and females to ensure that views of both genders were well represented. The majority of the respondents were older adolescents (above 15 years), students were mostly educated to junior high school level and stayed with their biological parents (Table II) . This section presents findings on barriers to using and accessing adolescent health services. Findings are presented based on the four main themes that emerged. These include barriers at the facility level, personal level, provider level and community level (Table III) .
Facility-level barriers. Inadequate physical space and privacy. Adolescents in this study identified inadequate physical space and privacy as a facility-level barrier to using adolescent health services. Adolescents further indicated that the ACs were not spacious enough. To confirm this, the researcher observed that during a health talk session, some adolescents had to stand outside the room (AC) because of lack of space. Moreover, all the ACs were single rooms used for multiple purposes with the same room often used as a library and for consultation. These practices were associated with inconveniences such as inadequate privacy, overcrowding and poor ventilation:
The space at the adolescent clinic is too small, whenever we (adolescents) come in our numbers, like health talk days, there is always overcrowding. Sometimes we have no choice but to stand outside the room where you cannot even hear what the nurse is saying. Female, 14 years, student There is too much heat in the room (adolescent clinic). I wish they fix air conditioners or fans in the room to keep it cool for us (adolescents). Male, 19 years Shortage of medicines and supplies. Adolescents perceived that resources like medicines and supplies were insufficient. They claimed that there were times they did not get prescribed drugs and supplies like condoms from the ACs. The adolescents emphasised that sometimes they had to buy supplies from pharmacies. Some adolescents added that they were not employed and therefore could not afford these commodities:
Some time ago I used to get drugs from the adolescent clinic for free. But, now I do not get the drugs for free. I have to buy from the drug store (community pharmacy), but I am a student and not working. Female, 19 years
The nurses tell us not to have sex without a condom. But sometimes, I can request for condoms and the nurses will tell me that it is finished. I do not feel happy to hear that, especially when I have a "match" (want to have sex). Male, 18 years Inadequate resources. Also, adolescents perceived that the libraries of the ACs were poorly resourced. While some adolescents found it difficult to borrow the health information materials from the ACs, others stated that the information materials were few and not comprehensive. Entertainment facilities like games and televisions were also perceived to be lacking at the ACs:
We (adolescents) usually want to visit the library to read, but the books are few and the chairs and tables are not many. Also, the books in the library are very old, dirty and scanty, they do not look attractive. The hospital (AC) should buy new books and more furniture for adolescents who want to come to the clinic to read. Female, 18 years
The adolescent clinic is too boring. There are no entertainment facilities at the clinic. Sometimes I want to come to the clinic to play games or watch adolescent health videos, but some of these things discourage me. Male, 13 years Inconvenient operating hours. Inconvenient operating hours also emerged as a facility-level barrier to accessing adolescent health services. Adolescents indicated that the ACs operated between 8 a.m. and 2 p.m. on weekdays only and did not operate on weekends and public holidays. Some adolescents felt that the operating hours Access to and use of adolescent health were not convenient for them, because they were students and were in school during those hours:
The nurses who work at the adolescent clinic come in the morning and close in the afternoon. Long patient waiting time. Long patient waiting time was also found to be a key facilitylevel barrier, especially for pregnant adolescents. Some pregnant adolescents indicated that they had to go through the usual antenatal routine, such as health talks and taking of vital signs before they were separated and attended to by an adolescent health care professional. On average, a pregnant adolescent spent about 3 h to access antenatal care:
I stay far from the hospital (AC). If I (pregnant adolescent) want to go home early, I have to reach here (the facility) as early as 5:30 am in order to avoid long queues and unnecessary delays. This is because the pregnant women who visit this hospital are too many. Female, 18, pregnant Community-level barriers. Lack of parental support. Some respondents expressed worries about the lack of parental support for them to access adolescent health services. They were afraid that their parents may punish them if they found out that they visited the AC:
I always want to come to the adolescent clinic but if my parents find out that I come to the clinic, they will beat me and warn me not to step foot here again. Because of that am always afraid to come to the adolescent clinic. Today, for instance, I was able to come here (AC) because they (parents) are not at home. Female, 14 years
My mum warned me not to visit the adolescent clinic because someone had told her that adolescents go there for condoms and abortions. Therefore, my parents will not allow me to come to the adolescent clinic, because they think I will become a "bad girl". I am able to come here (AC) today because my teacher accompanied me. Female, 15 years Negative perceptions. Adolescents who accessed health care from the ACs were inevitably labelled or tagged with "bad names". Adolescents stated that community members perceived adolescents who visited the clinics as "bad" boys and girls. Some community members had the perception that adolescents visited the ACs for contraceptives and abortion services. Because Ghanaian society frowns upon premarital sex, adolescents who were afraid of being labelled as "bad" stayed away from the ACs:
People in this community think negative of adolescents who visit the AC. They think we come here to do abortion or collect condoms. Because of that, I do not want people to see me when am coming to the clinic. They may think am coming for a pregnancy test or an abortion and may call me a bad girl. Female, 18 years Peer influence. Some adolescents experienced restrictions from friends and lovers when they tried visiting the AC for the first time. Some adolescent girls indicated that their boy lovers warned them not to visit the adolescent clinic:
I was a regular client of the adolescent clinic, but when I met my boyfriend (lover), he warned me not to visit the clinic anymore, because if people see me they will think am a bad girl. He even told me he will break up with me if I go contrary to his warning. Female, 18 years When I wanted to visit the adolescent clinic for the first time, my friend warned me to stay away, because, someone from the community had told him that adolescents visit the clinic for sex education and contraceptives. Male 17 years JHR Provider-level barriers. Disrespect for adolescents. Some adolescents were not comfortable with the attitudes of some health providers. Adolescents indicated that some of the health care providers did not respect their views and talked to them in a disrespectful manner:
Some of the nurses in the clinic are rude and disrespectful, especially to us, the pregnant adolescents. They do not respect our opinions. Also, they shout on us and call "names" (offensive word). This makes it difficult for me to ask them questions. Female, 17 years Discrimination. Discrimination also emerged as a barrier to using adolescent health services. Adolescents indicated that some of their colleagues were given preferential treatment. Moreover, some adolescents claimed that they were denied health care:
During my last antenatal visit, the nurse (health care provider) asked me to do a laboratory test, but my "boyfriend" did not get money for me to go for the laboratory result. The nurse refused to attend to me because my laboratory result was not available. Female, 17 and pregnant
The nurses in this facility (AC) are not fair at all. If you come early and your card (patient folder) is on top, someone who comes later and knows (related to) a nurse can be attended to before you. I do not know any nurse, so anytime I come for antennal care I always go home late. I think they have to talk to the nurses to treat everybody equally. Female, 19 years and pregnant Judgemental attitudes. In addition to disrespect for adolescents and discrimination emerged judgemental attitudes from health care providers. Adolescents stated that some health care providers judged them, especially pregnant adolescents and called them names like "bad girl". This does not promote adolescent-friendly care and therefore has to be discouraged:
One day I requested for a condom from one of the nurses and she told me that I am a bad boy and that what I was going to do with a condom. She told me to concentrate on my studies and stop chasing small girls. Male, 19 years I remember that on my first antenatal visit some of the nurses were reluctant to attend to me. One nurse asked me why I got pregnant at this tender age and that I was a "bad girl" who did not pay heed to my parents' and teachers' advice. Female, 16 years
Personal-level barriers. In addition to the above-mentioned barriers, it emerged that adolescents had their personal challenges that restricted them from accessing health services. Three sub-themes emerged under this major theme and include fear, inadequate information and financial constraints.
Fear. Adolescents claimed that some of their peers were afraid to visit the AC. They perceived the fear of not being welcomed by health care providers as a barrier to accessibility. Adolescents indicated that some of their peers have similar perceptions which discourage them from accessing health care services:
Before I visited the adolescent clinic, I was afraid that the nurses would not be comfortable discussing sex-related issues with me. But after visiting the clinic that negative thinking disappeared. There are "young" people like me in the community who have similar perceptions. Male, 18 years Lack of information. Lack of information also emerged as a barrier to accessing adolescent health services. It was revealed that some adolescents did not visit the ACs because they were not aware of its existence: Some of our peers do not visit the adolescent clinic because they do not know it exists in this community. For instance, I have lived in this community for long but never heard of the adolescent clinic until a nurse from the clinic visited our school to educate us on adolescent health issues. I believe there are other adolescents like me who have not heard about the clinic. Female, 17 years Access to and use of adolescent health Financial challenges. At last, adolescents stated financial challenges as one of the factors that discouraged them from using the AC frequently. Adolescents who stayed far from the ACs complained about the high cost of transportation:
I stay very far from the where the clinic is located and therefore cannot walk to the clinic. I have to "pick" two trotros (commercial transport) before I can get here (clinic).
[…] I am not working (employed) and therefore cannot afford trotro all the time. Female, 16 years
Discussions and implications
Consistent with extant studies, negative provider attitudes were found as a major barrier to using adolescent health services [25] [26] [27] . Adolescents are more likely to seek or continue with care if they perceive providers to be adolescent friendly [16] . In addition, adolescents will not hesitate to disclose sensitive information about their health to providers who are non-judgemental [28] . Therefore, there is a need for health care managers or supervisors of the ACs to reinforce or encourage adolescent-friendly attitudes among adolescent health care providers. This can be achieved through the use of incentives, negative reinforcement or on the job training [12] . Another barrier to accessibility and utilisation in this study was the lack of adequate physical space and privacy at the ACs [5, 13, 1. 29-31] . Adolescents attach much importance to their privacy and may not access health services if they perceive that health facilities cannot guarantee them adequate privacy [15, 32] . In addition, shortage of medicines and supplies, long waiting times and inconvenient operating hours were also found to be barriers to using adolescent health services. These have been documented by prior studies [13, 25, 29, 33, 34] . Improving resource availability in health facilities has been found to be significantly associated with adolescents' utilisation of health services [12, 35] . Moreover, the poorly equipped nature of the adolescent libraries was also found to be a barrier to accessing adolescent health information. Moreover, adolescents expressed concerns about the scanty nature of the health information materials. These findings suggest that to improve access to adolescent health services, it would be necessary for health care managers to consider expanding and resourcing the ACs coupled with reducing patient waiting time and reviewing the operating hours.
Furthermore, negative perceptions of community members and low parental support were found to be major barriers to accessing ACs. Studies have confirmed disapproval by parents and community members as a barrier to adolescents' access to reproductive health services [16, 25] . Chandra-Mouli et al. [36] found poor community support for adolescents' contraceptive use in LMICs. Adolescents are mostly not independent, and therefore may require the approval or consent of their guardians or parents before they can access health services. In this regard, involving community leaders and parents in the decisions regarding adolescent health care is ideal. Denno and Hoopes [37] recommended that effective approaches should be implemented to enhance community acceptance of adolescent health programmes.
Last but not the least, the findings revealed that adolescents' access to health services is restricted by personal challenges such as fear, and lack of information about adolescent health facilities. Prior studies found fear, stigma, shame and lack of information as major barriers to accessibility and utilisation of adolescent-friendly health care in Zambia, Vanuatu and South Africa [12, 16, 38] . This study suggests that health interventions geared toward improving accessibility and utilisation of health services among adolescents should consider awareness creation and means of allaying the fears of adolescents through outreach activities in schools and communities.
Conclusion
Improving access to primary health care to all manner of persons is a global dream. However, the realisation of this dream may be delayed if efforts are not made to reach out to JHR underserved populations like adolescents. The purpose of this study was to explore barriers to accessibility and utilisation of adolescent health services. It was found that adolescents encountered negative provider attitudes, inadequate resources in adolescent health facilities, weak parental and community support for adolescent health interventions and personal constraints. This study provides useful information for health policymakers and practitioners, especially those whose remit includes adolescent health. That notwithstanding, the study has limitations such as the research approach. Qualitative studies are not ideal for generalisations, therefore, a generalisation of the findings should be used with caution.
